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Context: In the United States, more than a third of patients are referred
to a specialist each year, and specialist visits constitute more than half of
outpatient visits. Despite the frequency of referrals and the importance of the
specialty-referral process, the process itself has been a long-standing source of
frustration among both primary care physicians (PCPs) and specialists. These
frustrations, along with a desire to lower costs, have led to numerous strategies
to improve the specialty-referral process, such as using gatekeepers and referral
guidelines.

Methods: This article reviews the literature on the specialty-referral process
in order to better understand what is known about current problems with the
referral process and what solutions have been proposed. The article first provides
a conceptual framework and then reviews prior literature on the referral deci-
sion, care coordination including information transfer, and access to specialty
care.

Findings: PCPs vary in their threshold for referring a patient, which results
in both the underuse and the overuse of specialists. Many referrals do not
include a transfer of information, either to or from the specialist; and when
they do, it often contains insufficient data for medical decision making. Care
across the primary-specialty interface is poorly integrated; PCPs often do not
know whether a patient actually went to the specialist, or what the specialist
recommended. PCPs and specialists also frequently disagree on the specialist’s
role during the referral episode (e.g., single consultation or continuing co-
management).
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Conclusions: There are breakdowns and inefficiencies in all components of the
specialty-referral process. Despite many promising mechanisms to improve the
referral process, rigorous evaluations of these improvements are needed.

Keywords: Medical specialties, referral and consultation, review

EFERRALS ARE THE LINK BETWEEN PRIMARY AND SPECIALTY
R care. In the nonelderly population, about one in three patients

each year is referred to a specialist (Forrest, Majeed, et al. 2002),
and among the elderly, on average two referrals are made per person per
year (Shea et al. 1999). Visits to specialists constitute more than half
of outpatient physician visits in the United States (Machlin and Carper
2007). In their area of expertise, specialists are more likely than primary
care physicians (PCPs) to provide evidence-based care, and several studies
have shown that specialists’ co-management of care with PCPs results in
better health outcomes for patients with chronic diseases (Ayanian et al.
2002; Lafata et al. 2001; Willison et al. 1998).

Despite the frequency of referrals and the importance of the specialty-
referral process, the process itself has been a long-standing source of
frustration among physicians. In 1964 the specialty-referral process was
described as “often incomplete and needlessly inefficient” (Kunkle 1964,
103). In 1983 it was said that the process “often falls short of its goals”
(Lee, Pappius, and Goldman 1983, 111). In 2000 it was described as a
system that is “not consciously designed and leaves much to be desired”
(Gandhi et al. 2000, 629), and in 2008 it was cited as a prominent
aspect of a patient’s “perilous journey through the health care system”
(Bodenheimer 2008, 1064).

These frustrations—along with a desire to decrease costs stemming
from perceived inefficient use of resources by specialists—have led to
numerous strategies to improve the specialty-referral process. Managed
care’s “gatekeeper” authorization for referrals to specialists is perhaps the
best known of these strategies. But patients’ and physicians’ frustration,
along with a lack of empirical support for gatekeeping (Ferris et al. 2001,
Forrest et al. 2001), has led to interest in several newer approaches. In
most medical home pilot programs, practices have a financial incentive
to track referrals and to provide decision support for referral decisions
(Bitton, Martin, and Landon 2010; CMS 2009). Referral guidelines
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also have been promoted as a means of improving the appropriateness
of referrals (Bodenheimer 2008). Surveys of patients’ experiences, which
are used for pay-for-performance incentives, now ask patients to evaluate
the coordination of care between PCPs and specialists (Rodriguez et al.
2009). Among the advantages of electronic medical records and bundled
(“episode-based”) payments is that they might improve communication
and care coordination related to referrals (RAND 2009).

What evidence do we have that the specialty-referral process needs
to be changed? Do current improvement strategies, such as the med-
ical home and bundled payments, address the known deficiencies in
the specialty-referral process? In this article, we first discuss the key
components of the referral process. We then present a comprehensive
literature review of the specialty-referral process in the United States,
specifically addressing: (1) referral decision making; (2) care coordina-
tion, including information transfer and integration of care; and (3) entry
into specialty care. The goal of our review is to summarize what is known
about deficiencies in the referral process and to identify opportunities
for improvement.

The Specialty-Referral Process:
A Conceptual Framework

Although numerous papers have examined the specialty-referral process,
they do not clearly define the specialty referral or what it constitutes.
Our model is built on the work by Forrest (2009) and Haggerty and
colleagues (2003). A specialty referral is the interface between the referring
provider and the specialist. While the referring provider can be any
type of provider, the focus in the literature has been on PCPs. For
simplicity, we maintain this focus on PCPs, but the model also applies
when specialists initiate the referral, which is sometimes called a cross-
referral. The need for a referral assumes that the PCP and the specialist
are in separate practices. As we point out, the need for a specialty referral
is less clear when care is provided by a multispecialty team at a single
practice (e.g., visits with both a PCP and an endocrinologist for patients
with diabetes).

What information needs to be transferred across the interface depends
on the goal of the referral. While there currently is no normative role
for specialists, Forrest created a typology to help define responsibilities
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in order of specialists’ increasing responsibility: cognitive consultant
(e.g., input on unclear diagnosis), procedural consultant (e.g., referral
for colonoscopy), co-manager sharing the care of a specific problem (e.g.,
heart failure), and co-manager when a specialist becomes the principal
caregiver for a specific problem or when a specialist becomes the primary
caregiver (e.g., nephrologists commonly serve this role for patients with
end-stage renal disease) (Forrest 2009). The distinctions among different
types of specialist roles, however, are rarely addressed in the published
literature on referrals.

The referral itself is the formal mechanism by which a relationship
is established between two providers who care for the same patient and
is intended to satisfy the specific purpose based on the typology just
defined (e.g., the specialist provides cognitive input on how best to
evaluate or manage a health issue or provides the principal care for a
specific health issue such as heart failure). Our conceptual framework for
the referral process from primary to specialty care (shown in figure 1)

,—’m Referral decision l
Feedback and training

Care Coordination Pre-screening of referrals Care Coordination
Step 4 Referral guidelines Step 1
. : p' . EMR-based disease support (referral tracking to
(care integration including role Co-location insure patient visits
of specialist) Bundled payments specialist)
Referral guidelines EMR and IT applications
Medical home Co-location
f Medical-home
Care Coordination
Step 3 Entry into
(information transfer on sPecia“y Care
recommendations)

Communication training Tele-referrals

Shared EMR Co-location
Co-location Multidisciplinary teams
Group visits

Care Coordination
Step 2
(information transfer of reason
for referral and prior work-up)

Communication training
Shared EMR and other IT applications
Co-location

Notes: EMR = electronic medical record; IT = information technology.

FIGURE 1. Idealized steps in specialty-referral process and potential mecha-
nisms for improvement at each step.
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divides the process into three components: referral decision making, care
coordination, and access to a specialist.

The referral process begins with the PCP’s decision to refer a patient
to a specialist: referval decision making. Ideally, the decision to refer should
be appropriate (e.g., the question being addressed is outside the PCP’s
typical scope of care or the patient needs a procedure that PCPs do not
typically perform), and the correct specialist has been identified to help
evaluate or manage the condition. Once the referral has been initiated,
the PCP should coordinate care by tracking the referral and ensuring that
it is carried out. The patient also must be able to obtain an appointment
with a specialist, or specialty access. The process then requires a transfer
of relevant information, including earlier workup such as laboratory and
imaging results, to the specialist. After the specialist’s evaluation, along
with diagnostic and therapeutic interventions (specialist care), there
again is an nformation transfer of findings and follow-up recommenda-
tions from the specialist to the PCP and the patient. Another key step
is care integration, which means that the PCP and specialist agree on the
management plan and the role of the specialist. We believe that care
coordination encompasses several key aspects of the specialty-referral
process: information transfer, tracking of referrals, and care integration.
Although we have described a clean linear process of specialty referral,
we recognize that these components often take place nonlinearly.

In the ideal situation, the entire process works seamlessly for both
providers and patients. Haggerty and colleagues described a typology of
continuity of care relevant to the referral process (Haggerty et al. 2003).
According to their model, the domains of continuity are information
continuity, management continuity, and relational continuity. For a spe-
cialty referral, information continuity might be simplified as the transfer
of “facts” (e.g., earlier tests, list of medications, reason for consultation).
From the patient’s perspective, management continuity is a coherent
approach to managing a condition. With a specialty referral, we want
the patient to understand that the referring physician and specialist are
“on the same page.” Relational continuity describes the ongoing ther-
apeutic relationship between the patient and the provider(s), and it is
enhanced by information and management continuity, which together
can establish the trust necessary in a therapeutic relationship.

The literature we describe generally focuses on information continuity,
or whether there was communication about the reason for consultation
and earlier workup. Management continuity improves with information
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continuity, but it also requires the other aspects of care coordination.
In particular, a patient will perceive management continuity if there is
referral tracking (the referring physician ensures that the patient visited
the specialist) and care integration (both the PCP and the specialist agree
on the management plan and their respective roles in it).

Methods

‘We chose to conduct a narrative review, as opposed to a systematic review,
because of the breadth of topics and issues addressed (Collins and Fauser
2005). To inform our review we searched five databases (MEDLINE,
CINAHL, LocatorPlus, NLM Gateway, and PsycINFO) for relevant ar-
ticles between January 1970 and January 2009, in the English language,
using the search terms referral and consultation, physician practice patterns,
specialist, veferral decision, referral process, variation, appropriate, inappropri-
ate, and communication. Two of us (Mehrotra and Lin) examined all the
titles and abstracts to the relevant articles. We concentrated on refer-
rals to specialist physicians for input on diagnosis or management but
chose not to address referrals for radiology/pathology services, hospice,
postacute care, dental care, specific procedures (e.g., endoscopies), immu-
nizations, disability evaluation/occupational medicine, physical and/or
occupational therapy, alternative/complementary medicine, clinical tri-
als, and anticoagulation clinics. We also excluded studies conducted in
practices outside the United States, as the practice context and payment
methods in other countries are different.

Results

What Is Known about Referral Decision
Making (frequency, appropriateness, and
timeliness of referrals)?

The three main actors in referral decision making are the referring
provider, the specialist, and the patient. Much of the existing litera-
ture centers on referral decision making by PCPs, recognizing their
responsibility to decide to refer and to match the appropriate type
and level of specialty service to the patient’s needs. Patients typically
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want their PCP to play this role (Grumbach et al. 1999). In contrast,
both the specialist’s decision to refer to another specialist and the pa-
tient’s decision to seek a specialist’s care without a referral are relatively
understudied.

Variation in Referrals.  The decision to refer varies widely, with some
PCPs making more than five times as many referrals per patient or per
visit as others do (Borowsky et al. 1997; Calman, Hyman, and Licht
1992; Chen, Fryer, and Norris 2005; Forrest et al. 1999; Franks et al.
1999). A physician’s referral rate—that is, the “referral threshold”—
tends to be stable from year to year and across diagnostic categories
(Franks et al. 1999). The #ypes of specialists to which PCPs refer patients
with a given condition also varies significantly (e.g., type of surgeon
or surgical versus medical specialist) (Forrest, Nutting, et al. 2002;
Starfield et al. 2002).

What accounts for the variation in PCPs’ referral decisions? Much
of it is associated with factors related to the patient, such as the
nature of the presenting problem, the patient’s expectations, and the
burden of morbidity (Chen, Fryer, and Norris 2005; Forrest et al.
2006; Lin et al. 2000; Moore and Roland 1989; Shea et al. 1999).
A substantial amount of the variation also is attributable to the
provider’s characteristics, including type of training (e.g., any specialist
training) (Bachman and Freeborn 1999; Boulis and Long 2002;
Chen 2001; Everett, Parsons, and Christensen 1984; Lawler 1987),
number of years of experience (Bachman and Freeborn 1999; Everett,
Parsons, and Christensen 1984), experience with the condition at hand
(Forrest and Reid 2001), and certainty in diagnosis (Calman, Hyman,
and Licht 1992). To a smaller degree, referrals also are influenced by
the provider’s “practice style,” as represented by the degree of risk
aversion (Forrest et al. 2006), technical orientation of care (Bertakis
et al. 2001), and concerns about malpractice suits (Franks et al. 2000),
as well as the provider’s practice environment (Chen, Fryer, and Norris
2005). The specialist’s characteristics, such as his or her perceived
medical skill, prior interactions, availability, and whether the specialist
is known to return the patient to the referring physician also influence
which specialist is chosen (Kinchen et al. 2004). The community in
which the provider practices helps determine decisions to refer. For
example, referrals are made more frequently by urban physicians than
by rural physicians (Iverson et al. 2005) and in environments with more
physicians per capita (Shea et al. 1999). Although these various factors
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together explain some of the variation, we believe much of the variation
likely reflects physicians’ idiosyncratic practice styles.

Few studies have evaluated variations in those situations when a
patient visits a specialist without a referral or one specialist refers the
patient to another specialist. Up to 50 percent of new visits to a specialist
represent situations in which the patient scheduled an appointment
without a referral (Forrest and Reid 1997), although these rates differ
significantly by type of specialist. More “self-referrals” are associated
with dissatisfaction and poorer continuity of care with the PCP (Forrest
et al. 2001). One study of specialists’ cross-referrals showed that they
are uncommon, accounting for only about 3 percent of referrals (Forrest
and Reid 1997).

Appropriateness of Referrals.  While many studies focus on the varia-
tion in referral decisions, relatively few delve into the appropriateness of
the referrals and whether the observed variation in referral rates is due to
overreferral, underreferral, or both. A key issue is defining appropriate-
ness. Three general methods have been used to define the appropriateness
of referrals: (1) adherence to existing guidelines or predefined research
criteria; (2) judgment by the provider making the referral, the specialist
receiving the referral, or an external expert not involved in the patient’s
care; and (3) whether the referral results in a change in diagnosis or man-
agement. Some studies have used dichotomous outcomes (appropriate
versus inappropriate), and others have used scales (e.g., appropriateness
scored from 1 to 10). Studies use different terms to describe the same
phenomenon (e.g., appropriate, indicated, nondiscretionary, mandatory, nec-
essary, and nonelective); we use the word appropriate to encompass all these
terms.

We found sixteen articles that determined the rate of PCP-appropriate
referrals that use any of the three methods: nine addressed overreferrals,
and seven addressed underreferrals (see tables 1 and 2, respectively). The
overreferral studies calculated the percentage of inappropriate referrals,
which ranged from 0.7 percent (children with developmental disabili-
ties inappropriately referred to developmental specialists) (Wallerstein
and Seshadri 1994) to 65 percent (children with musculoskeletal dis-
orders inappropriately referred to pediatric orthopedists) (Reeder et al.
2004). The underreferral studies determined what percentage of patients
who should have been referred were not referred, which ranged from
19 percent (for patients who had stage III or IV colorectal cancer and
were not referred to medical oncologists for adjuvant therapy) (Oliveria
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et al. 2004) to 87 percent (for patients with diabetes or hypertension
who were not referred to ophthalmologists for retinopathy screening)
(Ettinger, Schwartz, and Kalet 1993). We should emphasize that these
two types of studies looked at different groups of patients. The overre-
ferral studies examined a population of patients who were referred, and
the underreferral studies examined a population of patients who had a
particular illness.

Only one study compared physicians with high referral rates with
those with low referral rates, and it found a larger percentage of inap-
propriate referrals among the high-referring physicians (Warren 1994).

Timeliness of Referral.  Late referrals to nephrologists for patients with
chronic kidney disease have been the subject of numerous studies and the
topic of a previous review (Navaneethan, Aloudat, and Singh 2008). Late
referrals have been associated with worse health outcomes in this patient
population. The studies indicated that from 15 to 80 percent of these
patients were referred late, due to a variety of patient characteristics (e.g.,
age, race, gender, insurance status), as well as factors related to providers,
health systems, and environments (e.g., type of referring provider, type
of referring center, distance to dialysis center) (Navaneethan, Aloudat,
and Singh 2008).

What Is Known about Care Coordination
between Primary Care and Specialist Physicians
(referral tracking, information transfer, care
integration)?

Referval Tracking.  Referral tracking is an important task for the re-
ferring provider to ensure that the referral was completed. Studies have
found that 25 to 50 percent of referring physicians did not know whether
their patients had actually seen the specialist to which they were referred
(Bourguet, Gilchrist, and McCord 1998; Byrd and Moskowitz 1987) and
that physicians both overestimated and underestimated the number of
referrals completed (Forrest et al. 2007). Poor referral tracking leads to
inappropriate re-referrals, inefficient care, worse patient satisfaction, and
malpractice lawsuits (Gandhi et al. 2006).

Information Transfer.  Even though all physicians highly value com-
munication between referring providers and specialists (Linzer et al.
2006), both PCPs and specialists cite the lack of effective information
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TABLE 3
Fraction of Referrals with No Communication between Referring Physician
and Specialist

No Communication No Communication
from Referring from Specialist to
Physician to Specialist Referring Physician
Study (% of referrals) (% of referrals)
Kunkle 1964 28 N.A2
McPhee et al. 1984 N.AP 45¢
Byrd and Moskowitz N.AP 19.5
1987
Bourguet, Gilchrist, and 54 45
McCord 1998
Gandhi et al. 2000 68 25
Stille et al. 2006 S0 4

Notes: *Response rate not reported in results.

bReferrals were identified by filled-out referral form and therefore cannot indicate when referral
form was not filled out.

“Communication from specialist was self-reported by referring physician. A note from the specialist
was in the chart, but referring physician did not know this.

transfer as one of the greatest problems in the referral process (Gandhi
et al. 2000). We identified six studies that assessed the adequacy of in-
formation transfer (table 3). Typically, in more than half the referrals, the
referring provider had no communication with the specialist (Bourguet,
Gilchrist, and McCord 1998; Gandhi et al. 2000; Stille et al. 2006). Sim-
ilarly, up to 45 percent of referrals resulted in no communication from
the specialist back to the referring provider (Bourguet, Gilchrist, and
McCord 1998; Byrd and Moskowitz 1987; Gandhi et al. 2000; McPhee
et al. 1984; Stille et al. 2006). Problems with information transfer are
borne out in patient surveys. For example, approximately one-quarter
of U.S. patients reported that the results and records from one provider
did not reach another provider in time for their appointment (Blendon
et al. 2003; Schoen et al. 2009).

The information, if sent, is frequently sent late. In one study, 25 per-
cent of letters from specialists were not timely enough to “affect deci-
sions” (McPhee et al. 1984). Gandhi and colleagues noted that at an
academic institution with a shared electronic medical record, specialists
failed to provide letters within seven days of a referral in 36 percent of
cases (Gandhi et al. 2000). They also noted that 50 percent of referring
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physicians were dissatisfied with the timeliness of specialists’ feedback
(Gandhi et al. 2000).

In addition to timeliness, there is the issue of adequacy of communi-
cation. Specialists believed that the inadequate content of referral letters
commonly caused problems in the referral process (Gandhi et al. 2000);
the specialists were not always sure why a patient was referred (McPhee
et al. 1984); the specialists and the referring physicians disagreed on
the reason for referral in 14 percent of cases involving inpatients (Lee,
Pappius, and Goldman 1983); and 70 percent of the specialists rated the
background information they usually received as fair or poor (Tanielian
et al. 2000). Inadequate communication from specialists also is an issue.
In one study, more than half the referring physicians needed more feed-
back information than was provided by the specialist (Williams et al.
2005), and in another, the referring physician was dissatisfied with the
feedback in 17 percent of cases (Byrd and Moskowitz 1987).

Care Integration.  As we noted in our conceptual model, there often
is miscommunication about the role of the specialist. Specialists may
play one of five different roles, as a cognitive consultant (e.g., input on
unclear diagnosis), procedural consultant (e.g., referral for colonoscopy),
co-manager sharing care of a specific problem, co-manager when the
specialist becomes the principal caregiver for a given problem, or co-
manager when the specialist becomes the primary caregiver (Forrest
2009). Each of these roles is associated with different responsibilities and
intensity of involvement. Nonetheless, PCPs and specialists rarely dis-
cuss the preferred role for a referral and who will be responsible for what
aspects of care (e.g., follow-up on tests). Studies have found significant
disagreement between PCPs and specialists over whether there should
be co-management by the PCP and specialist, whether the specialist
should become the primary provider, or whether a single consultation
from the specialist is sufficient (Salerno et al. 2007; Williams et al. 2005;
Williams and Peet 1994). This lack of communication likely contributes
to the fact that half of visits to specialists in the United States are for
follow-up care for patients already known to the specialist (Valderas
et al. 2009). Moreover, referring providers frequently express frustration
when a specialist makes a secondary referral to another provider without
consulting with them (Williams and Peet 1994).

Management continuity is best judged by the patient. Although pa-
tients want their PCPs and specialists to understand and agree on the
management plan, this frequently does not happen (Schoen et al. 2009).
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One survey found that 26 percent of U.S. patients reported receiving
conflicting information from different providers (Blendon et al. 2003).
In another survey, patients were asked whether their PCP was informed
and up to date with the care that they received from a specialist, to
which 46 percent said always, 31 percent said usually/almost-always,
and 24 percent said never/almost-never/sometimes (O’Malley and
Cunningham 2009).

What Is Known about Access to Specialty Care?

A successful referral requires that the patient have adequate access to
specialists. Access may be inadequate because there is no specialist in
the community or the specialist does not accept the patient’s insurance.
Access to timely specialist care has been cited as a growing problem,
especially in underserved populations (Cook et al. 2007; Ferrer 2007;
Institute for Healthcare Improvement 2008; Mayer 2007; Weissman
et al. 2003). In turn, poor access has been associated with worse health
outcomes (Harrold, Field, and Gurwitz 1999; Landon et al. 2005; Wu
etal. 2001). Access issues are not limited to specialty care, however. The
lack of timely access to primary care in the United States (Mehrotra,
Keehl-Markowitz, and Ayanian 2008; Murray 2002; Murray and
Berwick 2003; Strunk and Cunningham 2002) also contributes to prob-
lems with the specialty-referral process. One study found that patients’
self-referrals were driven by poor access to primary care (Forrest et al.
2001). Moreover, the burden of primary care—with visits getting shorter
for patients with a complex variety of preventive and chronic care
needs—makes it difficult for PCPs to provide optimal “first contact”
care (Bodenheimer 2008). This burden likely limits PCPs’ ability to
make appropriate referrals and, indeed, may promote overreferral.

Adverse Consequences of Deficiencies in the
Specialty-Referral Process

These deficiencies in the referral process have many adverse conse-
quences, including reduced continuity of care, delayed diagnosis or
treatment, duplication of testing, polypharmacy, and increased risk of
malpractice suits (Epstein 1995; Gandhi et al. 2006; Lee, Pappius, and
Goldman 1983; Williams and Peet 1994). In one study, more than
50 percent of specialists reported that poor communication hampered
their ability to provide adequate care (Stille et al. 2006). In another, PCPs
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reported that 19 percent of referrals were “repeat referrals” because the
problem was not adequately addressed by the first referral (Gandhi et al.
2000). Because of deficient communication between providers, either
patients or family members, by default, become information interme-
diaries. Thirty-eight percent of parents of pediatric patients noted that
they had to act as the agent for information transfer, and the majority of
them were uncomfortable in this role (Stille et al. 2007). Furthermore,
referral visits often lead to a cascade of testing, follow-up testing, and
hospitalizations (Glenn, Lawler, and Hoerl 1987). Because specialists
tend to use more resources than PCPs do (Greenfield et al. 1992), there
is concern that the overuse of referrals wastes resources and unnecessar-
ily drives up costs. Twenty percent of malpractice claims for missed or
delayed diagnoses involved communication deficits in handoffs; 17 per-
cent involved the failure to establish clear lines of responsibility; and
5 percent involved the failure of a requested referral to be made (Gandhi
et al. 2006).

Strategies for Improving the Specialty-Referral
Process

Two systematic reviews have addressed the impact of specific interven-
tions on specialty referrals (Akbari et al. 2005; Faulkner et al. 2003) and
strategies to improve the specialty-referral process (figure 1). Here, we
discuss some of the proposed mechanisms to improve the referral process
and our own observations on their possible impact.

Decision Making. In general, physicians are unaware of how they com-
pare with their peers in regard to referral rates, and they receive little
training or guidance on when to make a referral (Epstein 1995; McPhee
etal. 1984; Saunders 1978). While providing feedback to providers, im-
proving training, or holding regular meetings between providers might
help decision making, these are unlikely to be effective in changing
referral patterns (Akbari et al. 2005; Faulkner et al. 2003; Fung et al.
2008; Grimshaw et al. 2005; Vierhout et al. 1995).

We believe that referral guidelines can provide an important foun-
dation for improving the referral process. Referral guidelines seek to
formalize and clarify those aspects of the referral process on which there
is disagreement (Chen and Yee 2009), including which conditions should
be managed by specialists or PCPs (St Peter et al. 1999), what type of
referral should be made (co-management or consultation), what type of
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communication is preferred by the referring and specialist physicians
before and after a referral (written, verbal, or both) (Williams and Peet
1994), and what tests should be ordered before a referral (Bodenheimer
2008). Specialty societies already offer many guidelines (Avidor et al.
2007; Ectinger, Schwartz, and Kalet 1993; Finkelstein 1998; Im et al.
2005; Marrero et al. 1995; Oliveria et al. 2004; Steckler et al. 1995).
The number of guidelines that need to be created might be limited,
since only a few conditions account for more than three-quarters of all
visits to specialists (Forrest et al. 1999).

We caution, however, that guidelines alone will have little impact
(Akbari et al. 2005; Shaw et al. 2005) unless they are developed to-
gether by generalist and specialist physicians (Akbari et al. 2005; Fertig
et al. 1993; Hongsermeier and Mitus 1997; Mostert, Richardus, and de
Man 2004; Murray 2002; Safran et al. 1995), are linked to checklists
or structured referral forms, or are made part of an electronic medical
record. As in other quality improvement work, mechanisms that make
it easier for (or force) providers to use the guidelines are more successful.
Consistent with our emphasis on the appropriateness of referrals, embed-
ded guidelines may reduce the overuse of some types of specialty visits
(Garrido et al. 2005), although they may increase the number of referrals
for conditions that are generally underreferred (Safran et al. 1995).

One intriguing possibility is to have specialists regularly prescreen
referrals (e.g., using an e-referral communication system) to detect those
that are unnecessary, triage referrals to a more appropriate specialist if
necessary, or suggest tests before the consultation (Harrington, Dopf, and
Chalgren 2001; Harrington and Walsh 2001; Kim et al. 2009; Kim-
Hwang et al. 2010; Speed and Crisp 2005). In one study, just one in ten
patients whose referrals were screened needed a face-to-face visit (Bergus
et al. 2006). Such screening methods can help address clinical scenarios
outside the guidelines and reduce unnecessary visits to specialists (Kim-
Hwang et al. 2010). Current payment methods, however, do not support
such e-referrals in typical fee-for-service settings.

We believe that improvements in the specialty referral process must
be spurred by changes in payment systems. Currently, specialists must
physically see the patient and bill for a separate visit in order to receive
payment. Bundled, or “episode-based,” payments have been proposed
by health policy experts as a means of reducing the number of inappro-
priate referrals (Hackbarth, Reischauer, and Mutti 2008; RAND 2009).
Under this payment approach, payments are bundled across providers
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within organizations that share care for a specific “episode of care” or
illness. Like capitation (Davidson et al. 1992), the premise is that such
a payment method might discourage unnecessary referrals because the
organization receiving the payment will bear the costs of those refer-
rals. Also, without a financial reason for specialists to physically see the
patient, novel methods of consultation (e.g., electronic referrals) might
be more possible. We should note, though, that if bundled payments
become more common, underreferring could become a problem.

Information Transfer. Although providers want good communication
and know what information should be included with regard to referrals
(Williams and Peet 1994), our review found that time and logistical
barriers hinder communicating and providing sufficient data (Epstein
1995; Gandhi et al. 2000).

As we noted earlier, guidelines have been promoted as a way to clarify
what information should be transferred and what role the specialist
should play after the patient’s visit. Information technology can ease the
transfer of data (Epstein 1995; Gandhi et al. 2000). One study found
an elevenfold increase in the odds of adequate communication between
PCPs and specialists sharing an electronic medical record (Stille et al.
20006).

Referral Tracking and Care Integration. Technology has been used as
well to improve some aspects of care coordination, including scheduling
and completion. Web-based referral systems have improved scheduling
for specialty consultation visits, reduced wait times, and reduced the
number of unnecessary re-referrals (Weiner et al. 2009). In addition,
guidelines can help with care coordination by clarifying the roles of the
specialist and the referring physician when referrals are made.

But as we have discussed above, care coordination encompasses much
more than tracking and facilitating a specialist referral. The movement
toward the patient-centered medical home can improve access to pri-
mary care, which in turn might prevent the need for a specialty referral
(CMS 2009). Also, the hope is that in using the medical home model,
PCPs will spend more time on integrating care. Unfortunately, though,
some early evaluations of medical home pilots have not shown signif-
icant improvement in care coordination (Jaen et al. 2010), but other
demonstration projects are still being evaluated.

Eliminating the Need for a “Referral.” A specialty referral implies two
separate systems of care between which a transfer is needed. Although
there always is likely to be some need for referrals, changes such as
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co-location and group visits may eliminate that need, as in these systems
the patient sees both the PCP and the specialist at the same time or at
the same location.

Because patients are typically referred by PCPs to specialists at a
different site, the physical separation between providers might exac-
erbate both access and communication problems (Epstein 1995). In a
co-location model, however, providers are in the same practice location
or share a formal co-management structure (Epstein 1995; Gallo et al.
2004; Smith, Allwright, and O’Dowd 2007; Williams et al. 2005).

In multidisciplinary group visits, a group of patients with the same
condition sees a team of providers, including generalists and specialists,
during the same visit. Group visits can improve access and efficiency
of care (AAFP 2009; Huang and Carrier 2005; Trento et al. 2001). For
example, one study showed high levels of both patients’ and providers’
satisfaction with group visits by patients cared for in safety-net orga-
nizations (Huang and Carrier 2005). Other studies have found greater
adherence to diabetes management and preventive care guidelines in
a randomized-controlled trial comparing group visits with usual care
(Clancy et al. 2007; Trento et al. 2001).

Another strategy to improve access to specialists is to use “virtual” con-
sultations. Examples are email (Bodenheimer 2008; Hilty et al. 2004),
telephone (Hilty et al. 2004; Williams et al. 2005), and video-conference
visits (Wakefield et al. 2004; Weiner et al. 2009). Promising inno-
vations would allow the transfer of sophisticated biometric data and
high-resolution images via new technology. In theory, in a “virtual con-
sultation,” there is less separation between the referring physician and
the specialist, and the referring provider and the patient might even be
able to visit the specialist together. Even though the feasibility of vir-
tual consultations has been established (Granlund et al. 2003; Gustke
et al. 2000), there is little information about how they affect referral
rates, appropriate referrals, and access to care (Kim-Hwang et al. 2010;
Perednia et al. 1998).

Summary and Conclusion
The referral process can be divided into three components: referral

decision making, care coordination, and access to specialty care. Our
literature review provides evidence for deficiencies in each of these
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components. Much of the existing literature highlights the variation
in referral decision making among PCPs and the reasons for this varia-
tion, but few studies explore the appropriateness of the referral decision.
Those that do measure appropriateness generally find both overreferral
and underreferral. Information transfer also is problematic, as frequently
inadequate or no information at all is passed on. Patients often have
difficulty accessing specialty care, and the referring physician and the
specialist often disagree on the role of the specialist after the initial
visit; PCPs frequently do not know whether a referral visit took place
or what the specialist’s plan is; and patients are often the only means of
communication between providers.

Indeed, the term specialty-referral process might be considered a mis-
nomer. The primary care system and the specialty care system appear
to operate in parallel with little integration beyond the patient as the
intermediary. This weak integration contributes to inefficient care and
dissatisfaction by PCPs, specialists, and patients alike.

Our literature review emphasizes several themes and limitations of
the existing literature on specialty referrals. First, many of the articles
that focused on variation in referral rates assumed that there were too
many referrals. Alcthough overreferral is a substantial problem in the
United States, underreferral is a problem as well, particularly for spe-
cialties with few physicians (e.g., child and adolescent psychiatry). It is
notable that 26 percent of a national sample of 307 malpractice claims
pertaining to a missed or delayed diagnosis involved a failure to refer
(Gandhi et al. 2006). Future work should examine the appropriateness
of referrals and look at both overreferral and underreferral. Second, most
articles examined only one aspect of the referral process. We hope that
our conceptual framework (referral decision, care coordination, access to
specialty care) helps highlight the many parts of a successful referral.
Third, we hope our work emphasizes that there are many components
of care coordination, such as making sure that the referred patient sees
the specialist, clarifying the role of the specialist, and ensuring man-
agement continuity. One of the limitations of the published literature
is its focus on a single practice setting. There is a need for studies
that look more broadly across settings, because there are various ways
of initiating, managing, and tracking referrals. As a result, we do not
know whether the findings are idiosyncratic to the specific setting of
care examined in a given study. Nonetheless, because the studies often
had consistent findings, we believe it is reasonable to generalize that
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the issues we describe are widespread throughout the U.S. health care
system.

The current state of the specialty-referral process in the United States
provides substantial opportunities for improvement, as there are break-
downs and inefficiencies in all its components. Given the expected in-
crease in the elderly segment of the U.S. population, the increasing
demand for specialist care, and the expected shortage of all types of
physicians by 2020, improving the specialty-referral process deserves
greater attention. Many of the mechanisms to improve it, including the
use of information technology and payment reform, are promising. But
no single change will address all the gaps in the referral process, so we
need rigorous evaluations of mechanisms to improve the process across
care settings.
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